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Laparotomy vs. laparoscopic salpingostomy in the treatment
of ectopic pregnancy in Chulalongkorn Hospital.
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AIM . To compare operative time, blood loss, blood transfusion needs and lenght
of hospital stay of laparotomy and laparoscopic salpingostomy in the

treatment of ectopic pregnancy in Chulalongkorn Hospital.

Materials and Methods . We reviewed the medical records of 42 patients who had
undergone salpingostomy for ectopic pregnancy at Chulalongkorn
Hospital between January, 1991 - May, 1996. Twenty nine patients had
laparoscopic salpingostomy and thirteen patients had salpingostomy by

laparotomy.

Results . There was no significant difference of the mean operative time in both
groups (86.15 vs. 80.35 min, p=0.35). Blood loss during the operations
was higher for laparotomy salpingostomy than for laparoscopic salpingo-
stomy (180.77 vs. 50.00 ml, p=0.012). Laparotomy salpingostomy
required more blood transfusions than laparoscopic salpingostomy (533.33
vs. 13.79 ml, p=0.001). The mean hospital stay was significantly higher for

the laparotomy salpingostomy than for the laparoscopic salpingostomy

* Department of Obstetrics and Gynecology, Faculty of Medicine, Chulalongkorn University
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(5.31 vs. 1.93 days, p<0.001). Analgesic drug requirements (Morphine) was

significantly higher in laparotomy groups (24.62 vs 7.24 mg, p< 0.001)

Conclusion : The treatment of ectopic pregnancy by laparoscopic salpingostomy is safe
and effective. Blood loss during operation and blood transfusion require-
ments are less than for laparotomy salpingostomy. Patients treated by
laparoscopic salpingostomy required shorter hospital stays. This operative

technique is encouraged.
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Reprint request : Wisawasukmongchol W, Department of Obstetrics and Gynecology,
Faculty of Medicine, Chulalongkorn University, Bangkok 10330,
Thailand.

Received for publication. January 15,1997.



B Gw - - o
Vol. 41 No.3 m*sﬁnmm?uutﬁuumsmmmﬂaaauﬂgmmnmamnaafm‘imwﬁ‘maw

March 1997

193

g =

Qv

aglszaed

HAaNIIANE

a9

o a 6 a . ¢ a ¢ a

35y Jenguavaa, gIng ymezsdiv, suziy grawnsol, naudaa AwUnwaw.
[ " - o L )

msﬁnmnJ%'UfuLﬁﬂumsmmnnaanuﬂgnﬁuﬂmamnaafmﬁmwmﬁ'aa WRSHIW
[ q‘: 1 I'4

né‘aammfsafml‘lumﬁnmmsmﬂssﬁﬁnaaﬂumgn'lufsowmmaqmaansm.

¢
INIRINTILIBHTT 2540 AN1AN;41(3): 191-8

P A ;e A M e '
WawSouifivy aaigluniseide iBaaBuuas A lasuIsnIn
[ r o Q A I ] Qe -
HadnuazemauTufiaglawyuavasnisirdanasauagnria
aawenaaladnimiariosuazsirunaavaiwrlsalay lun1ssnmn

& =)
MIRIATIINNAEANAIN Zu[nwmma?wvmmm’

nnITITINIuANGL Y 42 T ﬁ?w’fun77ﬁ1@"@naawz/wgnwﬁw
maﬁanaaiwﬁ?um55"nmmsw‘3n57n‘ﬁwaawuwgns:m’w;ﬁau
UNTINY W.A.2534 B9 WOBNIAN W.A. 2539 Kilw 20 Twlasunis
nkdanasaungnamnaasawlsalay uaz 13 Meldiumasien

naawuwgnmmu’m’aa

seziaa lunasnga lsiuaneeny (86.15 vs 80.35 w1, p=0.35)
iBanfisansenanriaan  Iunrsardaniamidariassanniamtiaee
Wnsasawilsalay (180.77 vs 50.00 u8, p = 0.12) NMIAARA
nwuimasdas iidansznivmsiaauinniinsEnaasiuna oy
(533.33 vs 13.79 wa. p=0.001) wzwzalunriaglrwetiazes
g’ﬂwﬁ'lw’f’umsﬁm"@mmu”’;n’aagan'J";msmw"mhuna”m=f aeiwi
UUFIAYNEAA (5.31 vs 1.93 T4, p < 0.001) TIRIKLWALIA
(wasiu)  Algnasendaluntssnaanimdariossinnitedn iy

FYNWFNG (24.62 vs 7.24 4N., p < 0.001)

;e e & =) a4

mimwmnmmsmﬂ77n’nwaammgnTﬂgmsmmmuna”aamm-

c‘; a r-J a e =~ A U . Qe
Lalnhiuasantuacfuscansnmg iGaanaans=niunsiaauss
° Ald b 24 R X/ 1 L I o ¥ '
mmutﬁaﬂnwaathngz/w?ummm@munaaaef wapniinag
. e e o @ 4 o ; ae o B &
sdan ey giheniunsdiandundasy agfsowmmmvu
N1 davnmseuniieveenii mm’m"ﬂﬁamgnwﬁwmaﬁanaafmﬁ

munn”aamwvTmfmjﬂ757@”?”11n7mu°’um¢uﬂ'a ly/




a4 a

194 35 1ﬂ‘)ﬂ‘1.lﬂ\‘lﬁa wazane

Most tubal gestation occurs during the
years of peak fertility and prompt treatment is
important for conservation of reproductive
potential. The incidence of ectopic pregnancy is
rapidly increasing.("z) These patients are pre-
senting earlier in the course of the disease(®)
often with only vague symptoms, such as slight
lower abdominal pain, menstrual irregularity and
possibly some cervical or adnexal tenderness
upon pelvic examination. The treatments have
shifted from radical intervention such as
salpingectomy, to conservative treatments to
preserve fertility. These include salpingostomy
and other nonsurgical treatment.®) Laparotomy
salingostomy has become a standard conservative
procedure with reports of subsequent intrauterine
pregnancy rates of 40-60% and repeat ectopic
gestation rates of 10-15%.°"®)  Laparoscpic
salpingostomy is one of the conservative sur-
gical treatments with subsequent intrauterine

(9.10)

pregnancy rates of 52-64% and an ectopic

(219)  Because of the

gestation rate of 10-12%.
increasing experience and cases of salpingostomy
at Chulalongkorn Hospital, the cases of laparo-
tomy and laparoscopic salpingostomy were re-
viewed to compare the operative time, blood loss,

blood transfusion and lenght of hospital stay.

Materials and methods

The medical records of 42 patients who
had undergone salpingostomy for ectopic preg-
nancy at Chulalongkorn Hospital between

January, 1991 and May, 1996 were reviewed.
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Twenty-nine cases of laparoscopic salpingostomy
and 13 cases of laparotomy salpingostomy had
been performed by the same standard operative
techniques.

The linear salpingostomy was done by
either laparotomy or laparoscopy. A fine-needle
electrode was used to open the tube over the
ectopic gestation on its antemesenteric site. The
conception products were removed with fine
forceps. The ectopic site was irrigated with
Ringer’s lactate solution and hemostasis was
accomplished by electric cauterization. In some
cases,Vasopressin (Pitressin®; Parke-Davis,
Morris Plains, NJ) 5 IU in 20 ml of saline, was
injected into the mesosalpinx for hemostasis.
The tubal incision was left opened and allowed
to heal by secondary intention. The operative
time, blood loss, blood transfusion and lenght of
hospital stay were noted. Statistical analysis of
data between the groups was carried out by use
of the student t-test using SPSS V.6.13 for

® software.

Microsoft window 95
Results

The laparoscopy and laparotomy groups
were similar in age parity, previous abortion, size
of ectopic, and hemoperitoneum. (as shown in
Table 1). The operative time were higher in
laparotomy than laparoscopy groups significantly
(86.15+18.16 vs 80.36+18.10 min, p = 0.012).
The blood transfusion needs were significantly
higher for the laparotomy group ( 533.34+214.74

vs 13.79+74.28 ml, p = 0.001). There are no
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significantly difference between intraoperative
estimated blood loss (180.77+263.86 vs 50.00+
42.43 ml). The patients in the laparotomy group
required a longer hospital stay than the laparo-

scopy group (5.31+1.44 vs 1.93+0.65 days, p =

Table 1. Patients’ characteristics.
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0.0001). The narcotic drug requirements (Mor-
phine) were significantly higher in laparotomy
group than in the laparoscopic group (24.62+17.30

V$ 7.24+11.31 mg, p < 0.0001) (Table 2).

Laparotomy Laparoscopy t-test(P)
(Mean * SD., Range) (Mean + SD., Range) (Mean + SD., Range)
Age(yr) 25.92 + 5.97 27.14 + 6.34 0.562
(18-36) (17-44)
Parity 0.154 + 0.376 0.286 + 0.535 0.429
(0-D (0-2)
Previons abortion 0.769 + 0.927 0.714 + 0.937 0.862
(0-3) 0-3)
Size of ectopic 2.85+ 0.94 275+ 0.92 0.754
pregnancy (cm) (1-4) (1-4)
Hct (%) 32.08 + 4.21 34.895 + 4.43 0.081
(25-38) (25-42)
Haemoperitoneum (ml) 453.85 + 556.20 159.05 + 225.65 '0.862

( 0-2000)

(0-800)
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Table 2. Postsalpingostomy Status.
Lapar({tomy Laparoscopy t-test(P)
(Mean + SD., Range) (Mean + SD., Range)

Bleeding 180.77 + 263.86 50.00 + 42.43 0.346
(ml) (0-1000) (20-150)

Operative time 86.15+ 18.16 80.36 + 18.10 *0.012
(min) (60-120) (45-120)

Blood Transfusion 533.34 +214.74 13.793 + 74.28 *0.001
(mb) (0-2000) (0-400)

Hospital stay 531+ 1.44 1.93+ 0.65 *0.001
(days) (4-9) (1-3) ’

Analgesic 24.62 +17.3 7.24 +11.31 * 0,001

(Morphine) (10-50) (0-30)

requirement (mg)

Discussion

Recent studies have demonstrated that
laparoscopy can be used for conservative treat-
ment of ectopic gestation.®'" It has been
reported in the U.S.A. that it is more economical
and there is a shorter recovery period for laparo-
scopic salpingostomy than for laparotomy
salpingostomy in the U.S.A.{'? Up to now there
has been lack of data about the effectiveness and
outcome between the two techniques in Southeast

Asian countries, especially in Thailand.

In our survey, the average amount of
blood loss during the laparoscopy (50 ml) was

(10,13) and

similar to those of previous reports
significantly lower than for laparotomy. The
procedure of linear salpingostomy is rather
bloodless particularly when is performed by
laparoscopy and bleeding can usually be easily
controlled with electric cautery.

The size of the ectopic pregnancy should

be considered.'*) Large ectopic gestations of

more than 3 ems' are considered to be the
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upper limit for safe laparoscopy. A diameter of
more than 4 cms may cause difficulty in removal,
bleeding control and increment of the rate of
per-sistent Beta hCG. There is a report that the
absolute limit is 6 cms and a diameter above 4
c¢ms is regarded as a relative contraindication.
From this study, we were able to treat all tubal
gestations up to 4 cms. We concluded that 4 cms
size may be the upper limit for safe laparoscopic
salpingostomy. The clients in the laparoscopic
group required shorter hospital stays and had
less analgesic drug requirements due to the
advantages of the smaller incision. The patients
undergoing laparoscopy required approximately
4 days less in the hospital than those undergoing
laparotomy. This resulted in saving of up to
8,000 Baht ($ ~ 300 US) per patient. An uncom-
mon but sigificant complication of salpingostomy
has been a postoperative persistence of tropho-
blastic activity.®'>'®) From our study (29 cases),
we found no cases of persistent hCG. The mean+
SE duration until hCG resolution was 18.,4+3.2
days with ranges of 7-37 days.(”) The low
incidence of persistent hCG may be due to te
samall sample sizes.

Due to the retrospective design of our
study, the fertility outcome was difficult to
determine. This is the first report of outcome of
laparoscopic salpingostomy when compared with
laparotomy salpingostomy in Thailand. Prospec-
tive design study with long term follow-up is now

going on and results will be reported.

1.
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